Recognition of asthma There are several reasons why asthma often goes unrecognised and tends to be undertreated in teenagers. Disraeli (British statesman and writer, 1804-81) is alleged to have said that "youth is a blunder", a phrase that epitomises the traditional adult concept of adolescence as a disagreeable period of turmoil, awkwardness, rebelliousness, and unpredictability, to be tolerated then quickly forgotten. The other familiar aphorism detrimental to the care of adolescents is that "children grow out of their asthma". Asthma is almost as common in adolescence as it is in young children and more common than it is in adults. In New Zealand 32-38% of 12-15 year olds had experienced wheezing illness during the year preceding the study.' Diagnosed asthma occurred in 16-5% of Australian children of the same age.2 In the Netherlands the figure was 19% for a group aged [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] years.3 There are approximately 4-2 million teenagers in the UK (8-4% of the total population). If the prevalence of asthma in this group is the same as it is in The Netherlands, then more than 800 000 of them have asthma. In Scandinavia the prevalence of asthma in adolescents is low. However, in Finland it increased from 1% in 1977 to 2-8% in 1991 (table 1) .4
Fortunately, asthma deaths are uncommon in adolescents, but in the UK between 1990 and 1992 three times as many children aged [10] [11] [12] [13] [14] years and six times as many aged [15] [16] [17] [18] [19] [20] years have died ofasthma as those aged between 5 and 10 years. Furthermore, asthma deaths were more frequent in boys than girls, but the gap narrowed in the late teens (table 2).5 The discrepancy between the data in table 1 -which indicates a prevalence of wheezing illness of over 30% in New Zealand obtained using video techniques and a standardised written questionnaire' -and that of 16-5% for diagnosed asthma in Australia2 suggests that asthma may be underdiagnosed in young people. Further evidence comes from the study of the prevalence of asthma in young people in The Netherlands. Screening by questionnaire and spirometry identified 19% of the population studied as having asthma, but asthma had been recognised by the general practitioner in less than half of them. Male sex, a past history of "bronchitis", and a family history of atopy increased the likelihood of recognition of asthma.3 Possible reasons for the failure to diagnose asthma are that young people may have poor perception of asthma symptoms or that they may be reluctant to consult their doctor about them.
It is well known that some patients with asthma are unaware of airways obstruction or underestimate the degree of its severity. Although no studies specific to teenagers have been carried out, Rubinfeld and Pain investigated the perception of wheezing by adults in whom asthma was induced by bronchial challenge. Some were found to be quite un- This and another study of screening of adolescents in general practice, which achieved a 50% attendance on a single invitation, 3 suggest that, if approached personally, teenagers are willing to listen to advice about their health. An unexpected bonus, expressed by the practice staff who conducted the first study, was the opportunity to begin a good adult-type relationship with the teenagers based on the concept of a healthy lifestyle.'2 Self-image and risk taking The adolescent environment is wider and often more hostile than that of the younger child. To be able to cope with the new environment adolescents must develop certain attributes such as personal autonomy and reduced dependency on parents and family, which is natural in early childhood, and increased intimacy with peers based on a combination of preadolescent experiences and newly acquired autonomy. At the same time adolescents are driven by and must respond to new and powerful sexual impulses. The fierce desire to achieve independence from pre-adolescent family ties is matched by an intense aversion to being different from the peer group. An almost inevitable consequence of this is risk taking behaviour which tests new boundaries in relationships with family and peers.
Asthma may make it more difficult for adolescents to arive successfully at competent adulthood ... Asthma may make it more difficult for adolescents to arrive successfully at competent adulthood for several reasons including: (1) continued dependency on parents because adolescents and their parents attend outpatient or asthma clinics together and parents share the management ofthe adolescent's disease; (2) coughing or wheezing during physical activity such as sport and dancing; and (3) the need to use highly visible treatment which makes young people with asthma different from their friends and may lead to isolation. In addition, the desire not to be seen taking treatment may contribute to non-compliance with the treatment.
Investigation of self-image, self-esteem, and cognitive and emotional disturbance in asthmatic adolescents has produced differing results. One study using the Offer Self-Image Questionnaire failed to demonstrate any differences between asthmatic adolescents seen in a private outpatient allergy practice and nonasthmatic controls. In fact, the self-image of the asthmatic girls was better in some respects than that oftheir non-asthmatic counterparts. 4 On the other hand, a study of 12-18 year olds with chronic diseases including asthma, using a questionnaire compiled from the Beck Depression Inventory and the Rosenberg Scale of Self-Esteem, found they had higher depression S14 scores and lower self-esteem than healthy age matched controls.'5 All of the children in the second study had been admitted to hospital at least twice during the previous year and so may have represented a group with more severe disease than in the first study. This impression is borne out by the results of a third study which showed that teenagers with mild asthma did not have any greater cognitive or emotional disturbance than those without asthma. However, irrational beliefs, anxiety, depression, and hostility were strongly associated with severe asthma. '6 Cigarette smoking is a common risk taking activity in teenagers. Most adult smokers take up smoking as teenagers and the earlier children start smoking the less likely they are to give it up. ' Asthma management is also more likely to succeed if it is combined with that most powerful ofinfluences -peer support. Support groups give the opportunity for teenagers with asthma to share the burden of their illness and to see how others cope with their parents and peers as well as with their asthma attacks. An example is the "Support for Asthma Youth" initiative sponsored by the Asthma and Allergy Foundation of America. Each group has a core of teenagers with asthma supported by a respiratory nurse or asthma educator and a physician who gives advice. This particular network produces written and telephone advice and organises group sessions to increase the understanding of asthma. The group sessions also offer the opportunity to share practical tips on asthma management. As adolescents employ some of the learning tools of childhood, including play, the most effective methods for education have proved to be role play and learning games. Information in the form of booklets and videos is a useful supplement to, but not a substitute for, personal contact. The same applies to treatment plans. A plan of asthma management once worked out with the 
Concluding remarks
In the UK most children with asthma do not attend hospital clinics and continuity of care is provided by their general practitioner. However, those with severe asthma, most of whom will not grow out of their symptoms, need hospital-based care as well. As they progress through adolescence teenagers become increasingly uncomfortable in paediatric wards and outpatient clinics. They need clinics where they can meet the chest physician who will take on their care before they transfer to a clinic for adults ( 
